Sepsis in the abdominal wound after an operation on the large bowel is a frequent and annoying complication. The reported incidence varies greatly, but our own experience suggests that it is much higher than the 15% recorded by Rousselot and Slattery (1964). The development of sepsis in a wound depends on a number of factors, the most important being the size and virulence of the inoculum of organisms, the resistance of the host, and the presence or absence of a haematoma or foreign body. It is reasonable to assume that most wound infections after operations on the large bowel are initiated in the operatingtheatre, and that the source of the organisms is the bowel. Though sepsis may not be apparent on external inspection of the wound for a week or more, close examination of the temperature chart usually indicates that the infection was established within 48 hours of operation. The organisms involved are those usually found in the large bowel-for example, coliforms, clostridia, bacteroides, and, less commonly, Staphylococcus aureus.
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If it be accepted that contamination of the wound at operation is the main cause of suppuration, then the use of an appropriate antibacterial agent in the wound should reduce the incidence of sepsis. Clear evidence of the effectiveness of the fiavines and sulphonamides used in this way has surprisingly been ignored (Garrod, 1955a) , probably because of experimental evidence of their leucocyte toxicity.
In general, local antibiotics have been disappointing. The spectrum of penicillin G and the tetracyclines is often not appropriate, and more suitable drugs, such as neomycin, can produce serious systemic effects when topically applied in adequate quantities. Ampicillin, a synthetic penicillin of low toxicity and with a wide antibacterial range, even against Gramnegative organisms, seemed to present a number of advantages. We report here the results of a controlled trial of topical application of this drug in preventing wound sepsis after colon surgery.
Method
The trial was carried out in a general hospital served by two surgical firms operating in a twin theatre suite. As there do not appear to be any adequately controlled studies showing that bowel " sterilization " has any significant effect on the incidence of wound sepsis, no attempt was made to modify the usual management of the case before operation. Some patients received neomycin or phthalysulphathiazole, or a combination of both, orally before operation, while others, especially emergency cases, had no preparation. In addition, as antibiotics given after operation have been shown to be ineffective in preventing wound sepsis (McKittrick and Wheelock, 1954) , postoperative systemic chemotherapy was freely used, if indicated by a respiratory infection or other complication. Where antibiotics were used this was recorded on the patient's trial sheet. There were no cases of wound sepsis serious enough to require systemic chemotherapy.
All abdominal operations, elective or emergency, involving resection or incision of the large bowel were included in the trial. Cases were excluded if peritonitis was present at the initial operation and if the opening of the bowel took place after closure of the main wound-for example, loop colostomy. Patients were also excluded if they gave a history of penicillin sensitivity. A number was allotted to each operation in the trial and cases were divided into two groups, random selection tables being used. In the treated cases 1 g. of sterile powdered ampicillin sodium B.P. was sprinkled into the abdominal wound after closure of the peritoneum. In the control cases no topical antibiotic was used. The criteria of Ljunqvist (1964) were used to decide if sepsis was present, as they appear to reduce observer bias to a minimum. Wounds which developed a collection of pus that discharged either spontaneously or after incision were regarded as septic. When the discharge appeared to be pure haematoma the presence of sepsis was decided by culture.
A wound was regarded as non-septic if at the time of removal of sutures there were no signs of an impending discharge of pus, and if at the same time the patient was afebrile. When the patient was febrile classification was deferred until the fever had subsided.
Results
Seventy cases were included in the trial, and the operations were carried out over a period of nine months by five surgeons. The average age of the patients was 56 years in the treated group and 54.5 years in the untreated group. The types of operation in the two groups were similar (Table I) ; the pathological con- Discussion If the large bowel is opened at operation some degree of contamination of the wound can occur in spite of careful technique. Our control series suggests that at least one in five such patients will develop a septic wound.
This problem can be attacked in three ways. Firstly, an attempt can be made to render the bowel contents " sterile " by an orally administered antibacterial agent. It is clear that this cannot be achieved in all cases (Hayward, 1959) even if the sensitivities of the patients' faecal flora are known beforehand (Gunn and Gould, 1965) . In addition, pharmacological toxicity is common, and there is a small but definite risk of superinfection with a resistant organism.
Secondly, systemic antibiotics can be given prophylactically after operation. Careful clinical trials have shown this measure to be ineffective (Garrod, 1955b; Pulaski, 1959) , probably because of failure to appreciate the critical importance of the biochemical interaction between bacteria and host tissue in the first few hours after contamination (Burke, 1961) . Though systemic antibiotics given intravenously during operation may be effective, it seems to be taking a sledgehammer to crack a nut when the problem is initially confined to the surface of the abdominal wound.
Thirdly, antibacterial substances can be placed in the wound at the time of operation. Flavine-sulphonamide powders, penicillin, and other antibiotics have been used in this way, but for one reason or another they have proved disappointing. Strong claims have been made for combined antibiotics in aerosol form (usually polymyxin, neomycin, and bacitracin), but published clinical trials have been inadequately controlled (Gibson, 1958; Forbes, 1961) . Further, the aerosol method deposits only a small quantity of the antibiotic on the wound, the remainder being dispersed into the air.
The present trial shows that ampicillin in powder form prevents wound sepsis in large-bowel surgery. 
Between May 1964 and April 1966 there were SO cases of cord prolapse in 7,948 deliveries, giving an incidence of 1 in 159 (0.6%). Approximately half the deliveries in the area served by the hospital take place in the hospital and so the incidence in the area is probably nearer 1 in 300 deliveries. A total of seven infants were lost-five stillborn and two neonatal
